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Background: There is a dearth of reports on London sex-workers lifestyles, conditions and characteristics of living. 
Aim: To establish age, nationality, alcohol and drug use, physical and mental health concerns and whether trafficked or optionally migrated into sex-work.
Objective: To provide information to inform design of interventions and widen understandings of police, welfare, social and health care workers.
Participants: Sex-workers soliciting in Tower Hamlets (East London), London City and surrounding boroughs. 
Method: A demographic survey integrated 4 data collection strategies to retrieve information about sex-workers: (1) An initial mapping exercise of: (a) welfare, social and health care services accessed by the target group, and (b) commercial sex sites, (2) A telephone survey of premises housing sex-workers, (3) A review of criminal justice data of sex-worker related arrests, and (4) face-to-face interviews with sex-workers (n = 21).
Findings: Initial mapping identified 263 welfare, social and health care services accessed by sex-workers. From the commercial sites, 174 advertising sex-workers were identified. All were foreign in origin (encompassing 34 nationalities). From the telephone survey, 71 premises housing 114 sex-workers were identified (25% British). Criminal justice data provided information about nationalities of sex-workers and trafficking claims. Out of the 21 interviewees, 7 optionally migrated and 14 were trafficked into sex-work. 
Conclusions: Data evidences sub-cultures within London’s sex-worker population. There are overt differences between sex-workers who: (1) work off-street, (2) work on-street, 
(3) migrate into the industry, (4) are trafficked, (5) have citizenship, (6) are illegal immigrants, (7) are adult and consenting, (8) are minors (< 16 years of age), (9) are remunerated and unrestrained, (10) held hostage, (11) are tied to sex-work through drug addiction. 
Implications for practice: That support services tailor care to meet individual needs of this population.    















A demographic survey to identify aspects of lifestyle, conditions and characteristics of London sex-workers

INTRODUCTION
Demand for commercial sex in the UK is on the increase (Ward et al., 2005), with numbers of men willing to provide remuneration doubling from 2% in 1990 to 4.2% in 2000 (Ward et al., 2005). In a survey carried out in Glasgow by Groom and Nandwani (2006), 10% 
(n=267) of a total 2665 men reported to have at some time paid for sex. Of this 266 men (66%) had paid for sex within the previous 12 months, and 27% regularly accessed sex-workers. Almost half the men (43%) paid for sex while in another relationship (mean age = 34.7 years). In London, young unmarried men, aged 25-34 show predominant interest (Ward et al., 2005), with 85% of sex-workers substantiated as female (Safer London Committee, 2005). Barnes et al. (2005) located the whereabouts of 800 saunas, massage parlours and escort agencies in London. These establishments hosted an estimated 5,000+ sex-workers, of which only 19% were British. In 2004, a Home Office enquiry estimated that there are around 80,000 sex-workers in the UK, with an estimated 70% coerced into role and 90% having a class A drug habit (Home Office Report, 2004). 
	Associations between sex work, drug use and health impediments have been scantily documented (Barnard, 1993; May et al., 1999, 2000). There are reports that some traffickers persuade sex-workers to use drugs and alcohol to facilitate coping with demanding clients (Alexander, 1998), whilst others engage to enhance their situation (Carrington & Betts, 2001). Reports of substance misuse and sex-work have generally focused on the on-street commercial sex markets (Barnard, 1993; Church et al., 2001; Hunter & May, 2004; May et al., 1999, 2000), which have a more visible culture than hidden off-street premises. Church et al. (2001) negotiated access and found variation in level of drug use between on and off-street sex-workers in Glasgow, Edinburgh and Leeds (see Table 1). These disparities reflect differences in lifestyles.
TABLE 1
The UK is now a recognised sex trafficking destination (Malarek, 2004), with allegations of pimps coercing vulnerable girls into a atypical lifestyle (Alexander, 2001; Friedman, 2005; Mathews, 2005). The United Nations (UN) defines human trafficking as; recruitment, transportation, transfer, harbouring or receipt of persons by means of threat, use of force or other forms of coercion, abduction, fraud or deception. Trafficking involves abuse of power to receive payments and hold control over another person for purpose of exploitation (UN, 2004). In 2004, the metropolitan police in London executed 353 operations against traffickers, effecting 1,500 arrests and seizing £3.5 million in assets (Webb, 2006). 
Violence has been linked with drug misuse amongst sex-workers (Carrington & Betts, 2001; El-Bassel & Witte, 2001). In Panama City, 13% of sex-workers reported being raped whilst engaging in sex-work, with this figure increasing to 41% when drugs were involved (Carrington & Betts, 2001). Drug injecting New York on-street sex-workers reported greater physical and sexual violence compared with non-drug using colleagues. There were also reports of conflict when sharing, buying and selling drugs was involved (El-Bassel & Witte, 2001), with hostility accelerating when sex-workers were high (El-Bassel & Witte, 2001).
            There is a dearth of reports about London sex-workers lifestyles, conditions and characteristics of living, from which health and social care practitioners can evidence-base their practice. Findings of the literature depict distinct differences in culture between on and off-street drug use in other cities (Carrington & Betts, 2001; Church et al., 2001; El-Bassel & Witte, 2001). In London, customs and habits of sex-workers lifestyles may differ, with importance placed on welfare, social and health care workers adapting practice to suit individualised needs of sex-workers. With this in mind, the aim of the present study was to establish aspects of lifestyle, conditions and characteristics of London sex-workers; specifically age, nationality, alcohol and drug use, physical and mental health concerns, and whether trafficked or optionally migrated into sex-work. The objective was to provide information to inform design of interventions targeted at this veiled population and widen understanding of police, welfare, social and health care workers. This proposal secured interest of the London Borough of Tower Hamlets Safer and Stronger Communities Fund and the Salvation Army who provided funding for the project.

Methodology
A demographic survey integrated 4 data collection strategies to retrieve information about sex-workers. Ethical approval was obtained from the Salvation Army’s Medical Advisory and Ethics Committee and the University of Kent.

Participants
Participants were sex-workers who solicited in London. The areas of specific interest were Tower Hamlets, London City and surrounding boroughs. No inclusion or exclusion criteria were applied. 

Data Collection
The 4 data collection strategies included: 
(1) An initial mapping exercise of: (a) welfare, social and health care services accessed by the target group, and (b) commercial sex sites across Tower Hamlets, City centre and surrounding boroughs. To identify numbers and nationalities of advertising sex-workers: 
(a) an internet search of commercial sex premises was carried out, (b) Sex-workers cards were retrieved from telephone boxes, and (c) adverts were placed on health clinic walls and in local newspapers inviting members of the target group for interview.    
 
(2) A telephone survey 
Premises that housed sex-workers in Tower Hamlets, London City and surrounding boroughs were telephoned to identify lifestyles, conditions and characteristics of living. 

(3) A review of criminal justice data of sex-worker related arrests
Police data from operation Kon-Tiki was accessed. The Kon-Tiki police investigation resulted in 439 sex-worker related arrests in London between 2003-2005. From Kon-Tiki data, nationalities were identified and whether or not sex-workers were trafficked or not.   
(4) Interviews with sex-workers
Following Dickson (2004) participants were invited to participate in a face-to-face interview. Interest was limited. Interviews took place on service provider sites. Consultations were structured in accordance with the World Health Organisation (WHO) guidelines for interviewing trafficked women (Zimmerman, 2003), Department of Health guidelines on research in health and social care (DoH, 2005), and the Antislavery International’s Report on the Identification of Trafficked People (International A-S, 2005). An information sheet was provided and informed consent obtained. Post familiarisation, interview questions included: (1) How old are you, (2) What country are you from, (3) Approximately how many clients do you service a day, (4a) Do you drink alcohol, (4b) (and if so) is your alcohol use problematic (as defined by participant), (5a) Do you take drugs, (5b) (and if so) what drugs do you take? and (5c) is your drug use problematic (as defined by participant), (6) How is your mental health, and (7) How is your physical health? Post questioning, the interviewer encouraged clarification of responses. Each interview lasted around one hour. 

RESULTS 
(1a) Results from the initial mapping exercise of welfare, social and health care services 
Initial mapping located 263 welfare, social and health care services available to the target group (see Table 2).
TABLE 2
Introductory letters were sent to the identified welfare, social and health service managers. Out of 173 (66%) responses from managers; 111 (42%) refused to support the study, and 65 (25%) agreed to cooperate. Managers who consented, permitted the researchers to distribute flyers inviting sex-workers for interview in exchange for a token £20 voucher. 

(1b) Results from the initial mapping exercise of commercial sex sites 
Extensive data was retrieved from the website PunterNet, which posts reports of client encounters with sex-workers. PunterNet is searched by date, name, author, location, establishment and report number. PunterNet yielded 638 reports backdated to 1999. Details of 174 region specific sex-workers were entered into a database. Seventy-six of these sex-workers solicited in Tower Hamlets and all were foreign in origin (encompassing 34 nationalities): Eastern European (n = 27) (36%), South East Asian (n = 15) (20%), Asian subcontinent (n = 13) (17%), Western European (n = 11) (14%), The Americas (n = 6) (8%) and others (n = 4) (5%). No Africans were identified (see Figure 1). 
FIGURE 1
(2) Results of telephone survey 
In total, 71 premises housing 114 sex-workers were contacted. Tower Hamlets alone hosted 21 off-street premises that accommodated a total of 30 sex-workers. Dissimilar to the internet search that identified only foreign sex-workers, British citizens composed a quarter of this group. Regions of sex-worker origin included: British Isles (25%), Eastern Europe (18%), Western Europe (14%), Southeast Asia (14%), Caribbean/Americas (7%), Asia (subcontinent) (4%), and other (10%) (see Figure 2). 
FIGURE 2
       To compare nationalities of sex-workers distributed across London City, Tower Hamlets and surrounding boroughs (see Figure 3). 
FIGURE 3
                      
(3) Results from criminal justice data of sex-worker related arrests
Accessing criminal justice data was an arduous task. One report of the Kon-Tiki operation was accessible. From the Kon-Tiki data, 20 trafficking allegations had been filed; 9 were submitted by Asians (all from Thailand) and 11 by Eastern Europeans (from Lithuania & Kosovo). No trafficking claims were made by Africans or South Americans. The majority of South American sex-workers were Brazilian in origin and worked off-street. Likewise, Africans worked off-street. To view summary of nationalities of arrested sex-workers from CO14 led operation, Kon-Tiki (see Table 3).
TABLE 3
 (4) Results from interviews with sex-workers
Cooperation of sex-industry managers was predictably limited. Out of 45 mapped 




Interview data is limited by small sample size (n = 21), and therefore cannot be representative of the entire population of sex-workers. Nevertheless, the information gleaned is invaluable. Data has shown that 13 of the 21 interviewees were trafficked. Sex-work itself is not a crime (Mathews, 2005), but the role of traffickers in relation to the law is incontrovertible. Traffickers act as gatekeepers who hold power over the sex-worker’s daily life. Gate keeping activities include dictating costs, whether client requests will be accommodated and acceptability of condom use (Alexander, 2001). Control of the sex-worker is often exerted through holding debt, emotional manipulation, physical violence, isolation, imprisonment, threat of referral to legal/migration authorities and/or enforced drug and alcohol use (Alexander, 2001) (see notes in Table 5). Trafficked sex-workers are often poor, young, kidnapped, foreign girls who have been sold and lured to their destination (see Cases 14, 18, 21 in Table 5), which is a matter that warrants attention (Friedman, 2005). Police conceivably should shift focus from prosecuting sex-workers and instead concentrate on their impeachment, violation and enslavement by traffickers. 
During this study, discussions with service providers disclosed belief that drug and alcohol use by migrant off-street sex-workers is non-problematic and recreational, with labels of misuse ascribed to British sex-workers. Police documentation of raids contain reports of detained sex-workers having excessively consumed alcohol and drugs (Webb, 2006). Evidence produced from the interview data contradicts this assertion (see Tables 4 & 5). Accurate estimations of drug use/misuse have proved difficult to gather, since approximations are based on participant accounts and not observed quantifiable evidence. Seven of the 14 trafficked sex-workers claimed to use drugs and alcohol (see Table 5). Case 11 worked in an environment of drug availability, where partaking was optional. In contrast, Case 12 claimed to be coerced into taking drugs and alcohol, with additional food restrictions imposed by her proprietor. Drug availability and enforcement are both situations that cultivate addiction, with the latter breaching human rights. A further issue that requires address. Six of the 7 migrant sex-workers claimed to consume drugs and alcohol on a daily basis, with Case 1 and 7 reporting problematic use. Case 7 alleged to drink wine to “assist her through the long days”, with consumption escalating proportionate to client numbers and at minimum one bottle a day. Case 4 and 5 specified an ongoing cocaine habit. Friedman (2005) proposes that alcohol and drugs can be used by sex-workers to numb out “pain shame”. In contrast, the optional nature of drug and alcohol use within the migrant sex-worker population speaks of a culture of choice. Whether drug and alcohol use exceeds levels of the average population and whether addiction precedes sex-work or evolves post engagement, are questions that merit further research attention (Farley, 1998).
Data evidences sub-cultures within London’s sex-worker population. There are overt differences between those who: (1) work off-street, (2) work on-street, (3) migrate into the industry, (4) are trafficked, (5) have citizenship, (6) are illegal immigrants, (7) are adult and consenting, (8) are minors (< 16 years of age), (9) are remunerated and unrestrained, 
(10) held hostage, and/or (11) are tied to sex-work through drug addiction. Evidence shows that the life of each London sex-worker is unique and incorporates a myriad of characteristics. Appreciating disparites in lifestyle, conditions and characteristics between individual sex-workers, informs welfare, social and health care professionals that personalised intervention schedules require writing in conjunction with the attending sex-worker.  
There is also a pressing need to address the issue of minors engaging in sex-work. Case 15 was aged 15 and solicited in apartments, crack houses and the backseats of cars, in exchange for crack cocaine. Circumstances were unveiled during police enquiry into a paedophile ring that targeted her former residency (a children’s home). Case 15’s action was in all probability not the result of a conscious well-reasoned decision. Vulnerable to the seductions of love, money and glamour and oblivious to the dangers faced, minors are often easy prey for recruitment pimps (Finkelhor & Ormrod, 2004; Friedman, 2005). Further incidents of exploited minors were reported by welfare, health and social care personnel. Reports of 1 South American, 1 Middle Eastern and 11 mixed race adolescents were shared. General accounts were of minors trapped in sexual relationships with older men to secure resources, love and affection, and not as was envisaged, in exchange for money or drugs. Within this prohibited population, the entanglement of substance misuse and sexual exploitation remain guarded and unclear. In 2003, London Social Services estimated that a minimum of 250 children were trafficked over the preceding 5 years (Somerset, 2004). In 2001 the University of Pennsylvania School of Social Work (Estes & Weiner, 2001) estimated that the number of children in the world exposed to sexual exploitation to be somewhere between 200,000 and 300,000. Others estimate substantially higher figures (Finkelhor & Ormrod, 2004; Flowers, 2001). Evidence produced in the present study indicates that police should consider intensifying interest in preventing and rescuing vulnerable minors. Also that police attention be focused on prosecuting and imprisoning violators of minors. 
Clearly there are cultural differences between on and off-street sex-work. On-street sex-work is observable, whereas off-street is imperceptible. Off-street sex-work is generally hidden in apartments, hostels and hotel rooms situated in regions known for crime and prostitution. 
The culture of Somalian sex-work is exclusive. In Tower Hamlets, Naz Project workers reported Khat use by first and second generation Somalian sex-workers. Khat contains the alkaloid (​http:​/​​/​en.wikipedia.org​/​wiki​/​Alkaloid" \o "Alkaloid​) cathinone (​http:​/​​/​en.wikipedia.org​/​wiki​/​Cathinone" \o "Cathinone​), an amphetamine (​http:​/​​/​en.wikipedia.org​/​wiki​/​Amphetamine" \o "Amphetamine​)-like stimulant (​http:​/​​/​en.wikipedia.org​/​wiki​/​Stimulant" \o "Stimulant​) which is said to cause excitement, loss of appetite (​http:​/​​/​en.wikipedia.org​/​wiki​/​Anorectic" \o "Anorectic​) and euphoria (​http:​/​​/​en.wikipedia.org​/​wiki​/​Euphoria_(emotion)" \o "Euphoria (emotion)​). In 1980 the WHO classified Khat as a drug that produces mild to moderate psychological dependence (​http:​/​​/​en.wikipedia.org​/​wiki​/​Substance_dependence" \o "Substance dependence​) (Giannini et al., 1986). The Naz Project provides information about sexual health and provides support services to black and minority ethnic communities in London. Naz workers were identified as the only service providers allowed access to this closed group. The culture of sex-work in the Somalian population was identified as exclusively off-street, with informal liaisons exchanged for favours and company. Sources were described as “hidden due to stigma attached to sex before and outside marriage”. The closed nature of the Somalian community made it impossible to gauge the extent of substance use/misuse among this population. 
Sex-work is a root source of psychological trauma, with reported differences between sex-workers who are trafficked and those who are not (Friedman, 2005). Friedman’s predicted differences lay unsubstantiated by our data, since 5 out of the 7 migrant sex-workers self-reported depression (see Table 2). In contrast, only 4 of the 13 trafficked sex-workers testimonied to having depression (see Table 3). The fact that both groups self-reported mental health problems directs welfare, social and health care workers to consider unique styles of service provision. Many sex-workers experience lowered self-esteem, emotional stress and depression, with alcohol and drugs used to soothe the situation (Alexander, 1998; Friedman, 2005). One service provider alleged that “it did not necessitate drug addiction to hold detainees, since this vulnerable group were already controlled by physical violence”. For many sex-workers, violence is considered an intrinsic part of service. In the Church et al. (2001) study, only 34% of sex-workers reported violent incidents to the police. Due to their complicated situation, victims are reluctant to report incidents of rape, attempted murder, beatings, molestations or sexual assault to the authorities (Cler-Cunningham & Christerson, 2001; Carrington & Betts, 2001; El-Bassel & Witte, 2001). Two-thirds of sex-workers are reported to suffer PTSD (Post Traumatic Stress Disorder), in contrast to 5% of the general population (Farley, 1998). In the present study, Case 11 reported that she experienced PTSD as a direct consequence of violence from her trafficker (see Table 5). Hostile responses to offers of rescue from police and welfare workers have caused some sex-workers to be viewed as acquiescent participants, when indoctrination, violence and created substance dependence by traffickers is the more likely explanation (Friedman, 2005). Blaming the victim does nothing to tackle the underlying causes of urban crime and poverty. An argument that holds particular weight given that some of the laws introduced to tackle sex trafficking are impacting most severely on the sex-workers themselves and not their pimps (Hubbard, 2004). A further predicament that requires acknowledgment, acceptance and healing.

Recommendations 
The average time of employment as a sex-worker ranges from a few months to 20 years (Finkelhor & Ormrod, 2004; Friedman, 2005). First point of contact and potential gateway to relief and shelter should be provided by welfare and social services. Currently, sexual health projects provide the exit route for sex-workers. In addition, barriers that block access by sex-workers require address. For instance, immigration status of the migrant sex-worker can limit access to primary health care and public funds. A telephone survey of doctors’ surgeries in Tower Hamlets revealed disparity in policies that relate to registering migrants without valid immigration documents. Some doctors and nurses would consult, whilst others would not. Further impediments include; language and cultural differences, being held captive by traffickers, apprehension regarding confidentiality breaches, and perceived stigma and associated shame of engaging in sex-work (Friedman, 2005). Programmes aimed at providing exit from sex-work and that help the sex-worker terminate/reduce substance abuse and diminish exposure to violence require to be developed. Considerations may include:
(1)	Develop a program aimed at reducing violence from traffickers and customers. For 
instance, develop educational pamphlets that provide safety tips and create 
      awareness of legal and civil rights for both on and off-street sex-workers. Offer 
      self-defence classes, distribute alarms and deterrent sprays.
(2)	Provide sanctuary and identity coverage for sex-workers electing to have their drug and alcohol problems treated. Prohibit traffickers from paying bail and sourcing drugs. 
(3)	Provide staff who have undertaken drug and alcohol training, are non-judgmental, have expertise in asylum and immigration issues and are aware of appropriate referral agencies. 
(4)	Information sharing networks and referral systems require developing between police, welfare, social and health care workers. Services available also require to be advertised to sex-workers. 
(5)	Remove barriers to illegal immigrants’ access of services. Specifically, provide anonymous, trustworthy and free service provision.
(6)	Provide communication systems to overcome language and cultural differences.
(7)	Write and implement a protocol that focuses on identifying and protecting trafficked sex-workers.
(8)	Fund research that answers useful questions. For example, when and how sex-workers enter and exit the industry, and the figures and culture of juvenile prostitution.
(9)	Develop interventions to promote safer sex. 
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                            Figure 1: Nationalities/ethnicities of sex-workers soliciting in Tower











































                           Figure 2: Nationalities/ethnicities of London sex-workers identified 











































                        Figure 3: Nationalities/ethnicities of sex-workers distributed between 
                        London City, Tower Hamlets and surrounding boroughs identified from 


























    Table 1: Differences in drug use between on and off-street 





































      Table 2: Welfare, social and health services 
                                frequented by Tower Hamlets, London City and 




































    Table 3. Summary of nationalities of sex-workers arrested between 2003-2005 during  CO14​[1]​
     led operation Kon-Tiki2

Country	2003	2004	2005	Number of traffickingclaims
Africa	 17	  4	 0	  0
S. America	 28	 21	 1	  0
Asia	 63	 40	29	  9
East Europe	186	 44	 6	11
TOTAL	294	109	36	20

1 CO14: Clubs and Vice Branch Metropolitan Police Service. 























Table 4: Aspects of lifestyle, conditions and characteristics of sex-workers who optionally migrated into sex-work

n 	Age	Countryof origin	Clientno.per day	Alcoholuse	Drug use	Condomuse	Healthcarefacilityuse	A/D	MentalHealthissues	Health issues	Notes







A/D  = Alcohol and Drug service   
Dep = Self diagnosed depression
*  = uses
**  = problematic use 
*** = serious problem
























Table 5: Aspects of lifestyle, conditions and characteristics of sex-workers who alleged control by traffickers 

n 	Age	Countryoforigin	Alcoholuse	Druguse	HCFuse	A/DService	Mental health	Health issues	Notes
8	22	East Europe (non EU)	**	-	*	-	Depression	-	
9	25	Thailand	-	-	-	-	Depression	-	Copes by praying
10	34	Turkey	-	**	-	-	-	Gynae	On-street worker
11	25	East Europe (non EU)	*	**CanabisCocaine	*	-	PTSD	-	Termination of 2 pregnancies.Drug taking optional
12	23	E Eur (non EU)	-	* CanabisCocaine 	-	-	Depression	-	Forced to take drugs by pimp
13	23	Thailand	-	-	-	-	-	HIV+	
14	16	AfricaUganda	-	-	-	-	-	HIV+	Raped during transit.Held captive for 4 months
15	15	UK(mixed race)	-	**Crack	-	Drug rehab	-	-	Lived in a children’s home.Later entered a secure unit
16	30	Asian	-	-	-	-	-	-	Termination of 2 pregnancies
17	25	E Europe(non EU)	**	*	-	-	-	-	
18	35	Asian	-	-	*	-	-	-	Sold, raped ,drugged 
19	26	Asian (mixed race)	**	*	-	-	-	-	
20	20	Asian (Sikh)	-	-	-	-	-	-	Exploited by husband.Family alcohol problems
21	33	Brazil	-	-	*	-	Depression	-	Sold into bonded labour.Attempted strangulation
HCF = Health Care Facility
A/D = Alcohol and Drug service   
Depression = Self diagnosed 
PTSD = Post Traumatic Stress Disorder
Gyn = Gynaecological problems
*     = uses
**   = problematic use 
*** = serious problem






                                 On-street 	                     Off-street 
___________________________________________________
  Heroin use                  78%                                  5% 
___________________________________________________
  Crack-cocaine            32%                                  4%
___________________________________________________
  Other injectables        49%                                  3% 
___________________________________________________
  Tranquillisers              79%                                37%
___________________________________________________
  Amphetamines           11%                                30%


(a) Drug  and alcohol services 
(b) Health clinics 
(c) Children & young people’s services 
(d) Community groups 
(e) Migrant & refugee community organisations 
(f)  Housing homeless services
(g) Immigration facilities
(h) Legal advice & advocacy agencies
(i)  Police & crime reduction agencies 
(j)  Social services 
(k) Local and central government departments
(l)  Domestic violence services & women’s groups
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